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Some useful guidelines on when and how to refer patients for psychiatric
care.—Ed.

The Psychiatric Referral
Hans VonBrauchitsch, M.D.*

Introduction
Some communications between doctor and patient are potentially more embarrassing than others and need much tact and understanding to be handled appropriately:
to tell an unwed girl that she is pregnant, to break the news to a scion of society that
his serology has returned positive, and to tell almost any patient that psychiatric
consultation appears indicated. Of these, the last one may be the most difficult since
the situation contains a built-in stumbling block. An emotionally disturbed patient
who consults a nonpsychiatric physician does this usually for the very reason that
he wants to avoid confrontation with his emotional difficulties. Mention of a psychiatrist
indicates to him that his strongest line of defense is to be shattered. At the same
time, the wording as well as the timing of the advice to seek psychiatric help may be
of crucial importance for the entire life of the patient.
Psychiatry has undergone a radical change over the past decades. In the past,
the psychiatrist tended to side with the public opinion that mentally ill did not know
what was good for them and that their medical care, as well as most other aspects
of their lives, had to be regulated in a dictatorial although benevolent way, whether
they were agreeable to it or not. Today, we are inclined to insist that the mentally
ill should have the same right as any other patient to enter voluntarily and willingly
into a treatment contract. Experience has convinced us that this is not only an ethical
but also an economic necessity. We know that, even in the most disturbed psychotic
patient, the chance of speedy recovery depends largely on his attitude toward psychiatric treatment and toward the psychiatrist.
Whether or not a true "therapeutic contract" can be established is a question
which the patient may have already determmed before entering the psychiatrists's office.
If he has been referred by another physician, the wording as well as the timing of
the suggestion that psychiatric help is desirable may be of decisive importance.
•Assistant, Division of Psychiatry.
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For this reason we would like to discuss our experience with some of those types
who tend to object to psychiatric intervention: specifically, (1) patients suffering
from "functional" somatic symptoms, (2) acutely psychotic, suicidal, and alcoholic
patients, and (3) emotionally disturbed children.
The Patient with "Functional" Complaints
Whom to Refer: The vast majority of patients referred to the psychiatrist by
nonpsychlatrist physicians are suffering from "functional" symptoms, i.e., symptoms
without evident organic cause. The term "functional" covers a wide array of conditions.
We can roughly distinguish four categories, without however being able to draw
sharp dividing lines between them. The malingerer consciously and deliberately produces physical symptoms without organic cause. The hypochondriac exaggerates preexisting minor organic symptoms or invents new ones but he is not fully and consciously aware of the mechanism underlying his hypochondriasis. In hysterical conversion reactions, physical symptoms without primary organic pathology are produced
almost entirely unconsciously and are devoid of the patient's voluntary control. I n
the psychosomatic reaction a genuine, bonafide medical disease may exist, but it is
primarily caused by Intrapsychic or emotional conflict. There are other ways to
distinguish between some of these conditions, but they are of less practical importance.
Conversion reactions, for instance, manifest themselves usually in body functions
subject to voluntary control, I.e., musculoskeletal or sensory systems. Psychosomatic
diseases more frequently affect organ systems not directly subject to volition, i.e.,
smooth muscles or endocrine glands. In the classic cases of conversion hysteria, a
symbolic thematic or chronological link to a specific precipitating event can usually
be established. Psychosomatic reactions flare-up under unspecific conditions and are
therefore a more undifferentiated, characterologlcal way of coping with stress.
Overt anxiety may be quite obvious in the hypochondriac, but is noticably absent in
the hysteric.
Of these four conditions, only the treatment of the hysterical conversion reaction
appears to belong clearly and unequivocally in the domain of psychiatry. The psychiatric treatment of psychosomatic diseases is exceedingly difficult and time-consuming
(and by no means always successful). The very fact that these can be organic diseases,
which are also amenable to organic therapies, keeps patients in the majority of the
cases under the care of the internist, surgeon, or dermatologist. Since some psychosomatic conditions may be complicated by dramatic and at times life-threatening
episodes (the bleeding ulcer, the status asthmaticus, etc.) the psychiatrist often feels
more comfortable if a nonpsychiatric specialist is on stand-by. The malingerer
as a rule will not merit the psychiatrist's time and energy for any purpose other than
clarification of the diagnosis. Hypochondriasis constitutes a twilight zone in medicine.
It is neither an accepted psychiatric diagnosis nor is it much discussed in psychiatric
literature. On one hand, hypochondriasis can easily be regarded as a mere bad habit,
a chronic adjustment pattern which supposedly makes life a littie bit more bearable
but at the expense of others. I f so, some clear educational guidance and setting of
limits may be a more appropriate approach than psychiatric intervention, to which
the patient will usually object anyway. The fact that the hypochondriac is frequendy
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scorned and ridiculed should not distract from the awareness that his condition may
be an expression of genuine and, at times, severe or even crippling psychological
conflict. Hypochondriasis may be the mask of a phobic, obsessive-compulsive, or
depressive neurosis or even of psychosis. In such a case it certainly merits psychiatric
attention. The final decision as to whether or not a hypochondriac should undergo
psychiatric treatment will be an individual one. The more acute the symptoms, the
more they are related to a particular event or situation, the more they appear alien
to the premorbid behavior pattern of the patient, and the more overt the underlying
anxiety, the greater Is the likelihood that psychiatric intervention may be appropriate
and ultimately successful.
When to Refer: Timing of the psychiatric consultation in cases of suspected
functional disturbances is as delicate as It is Important. The referring physician
frequently questions whether his impression is based on the presence of certain positive
psychiatric symptoms or whether he is unable to find somatic explanations for the
patient's condition. In theory, the "functional" patient, specifically the hysteric,
should come under psychiatric treatment as early as possible. Once he has undergone
numerous time-consuming and expensive somatic diagnostic procedures, he will feel
deeply; " I f my body Is being subjected to all these tests. It cannot be my mind that
causes all these symptoms." This is, of course, even more true If the patient had
undergone somatic treatment prior to the referral, and especially If this treatment
was partially or temporarily successful. With positive evidence of conversion hysteria,
psychiatric consultation should therefore be considered first, even If there is a suspicion that the patient suffers from a bonafide somatic disease. Positive indicators
which can be recognized by the nonpsychiatric referring physician Include close
chronological or thematic relation to a specific traumatic event or situation in the
patient's life (the young girl who becomes paralyzed the night before her wedding,
the patient who develops sudden aphonia after being Involved in a car accident)
or certain unmistakable hysterical symptoms like globus and clavus hystericus, gloveand-stocklng anesthesia, aphonia, the typical "gun barrel' visual field defects, astaslaabasla, etc.
A positive identification of functional mechanisms Is frequently impossible.
Even the most skilled psychiatrist at times has to base his diagnosis on nothing more
than the absence of demonstrable organic lesions. Here, the roles are reversed and
the psychiatric consultation ought to take place only after exploration of all possible
avenues that might account for an organic nature of the patient's symptoms. Where
certain symptoms might be caused either by a brain tumor or by a psychogenic
mechanism, for instance, the psychiatrist is completely helpless if he sees the patient
before the neurologist has rendered his opinion. He will be able to reach only the
tentative diagnosis that the patient's condition may be functional provided that all
other causes have been ruled out. Such diagnostic uncertainty is bound to be perceived
by the patient, thus Impeding later psychotherapeutic contacts. The psychiatrist may
well be grateful for the utmost diagnostic scrutiny of the referring physician, but
will be frustrated if a multitude of somato-therapeutic trials preceded the referral.
A patient who finally reaches the psychiatrist because all other medical disciplines
have "given up" is less likely to profit from psychiatric help.
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How to Refer: The patient should know that he Is going to see a psychiatrist, or
he will enter into the interview with hostility and anger at "being tricked." A n
uncommunicative patient with pneumonia can be diagnosed, a patient with emotional
problems cannot. The referring physician, who tries to explain to a "functional"
patient the need for psychiatric consultation, finds himself In an exceedingly difficult
position. Aside from the "stigma" attached to the visit, It must be recognized that the
patient has subconsciously chosen his physical symptoms precisely because he is not
able to stand the confrontation with his emotional conflicts. Still, he may be dimly
aware that his psychological equilibrium Is Impaired, and this awareness is usually
the best lever to convince the patient that a psychiatrist should be consulted. The
two major dangers in explaining the need for the referral to the patient are: First,
that the patient Interprets It as an Indication that his own physician calls him a liar:
"You are not really sick, it Is all In your head." Second, since the patient actually
needs his physical symptoms to fend off anxiety, he will fear that the referral to the
psychiatrist Is a sign that his own physician Is going to abandon him, taking away the
justification for his physical symptoms and leaving him nothing In return. To offer a
patient an explanation based on an intellectual argument. I.e., the possibility of subconscious mechanisms, may turn out to be a waste of time. A n intelligent patient
may pay lip-service to these rationalizations, but the feelings that produce the symptoms
are immune to logical arguments. Several steps might be helpful in securing the patient's
cooperation. First, the patient must be reassured that his complaints are taken seriously.
I.e., " I am convinced that your pain is real and that you honestly suffer, but I do
not know what causes your pain." Second, It must be understood that at this stage
the patient Is not yet able to give up his symptoms: " I feel that I will not be able to
help you. and the psychiatrist may not be able to remove your symptoms either. He
may be able, however, to help you to adjust to your condition and to lead a productive
life with your symptoms and In spite of your symptoms." Third, any Implication of
casual relations should be avoided: " I am not saying that your pain is caused by
emotional problems, but everybody who undergoes an ordeal like yours is bound
to develop emotional problems sooner or later." Finally—and this may be the most
difficult step of them all—the patient must be convinced that seeing a psychiatrist
is neither a sign of weakness nor of Insanity: "It was brave that you tried to solve
your problems without psychiatric help, but It cannot hurt you to talk matters over
with a psychiatrist and then make up your mind."
Acute Hysteria and Anxiety Attaclcs
Acute hysterical attacks, ranging from pseudo-epileptic seizures to the more
ubiquitous hyperventilation syndrome, are usually not treated by way of referral,
but they frequently lead to later psychiatric consultations. The way in which these
basic psychiatric emergencies are handled may be of decisive influence on the prognosis of future psychotherapy.
There is still a wide spread belief that a firm command, a "stop-thls-nonsense"
attitude (in popular novels or movies sometimes accompanied by a slap In the face
of the patients) will "break" the attack. Neither experience nor logical reasoning
support such an approach. The message behind the stern "cut-lt-out" attitude must
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be obvious to the patient: "You are just pretending—If you want to convince me
you will have to do better." Furthermore, this approach assumes that the patient Is
In control of his action, and that his alleged suffering is faked. Both assumptions are
wrong.
This harsh type of Intervention usually produces nothing more than an Immediate
aggravation of the patient's condition. A different approach—the use of a placebo—
is frequently dramatically effective but in the long run can be definitely more detrimental. Many hysterical attacks may yield to the Intra-muscular (or even better:
intravenous) Injection of normal saline or to the administration of a sugar pill. The
fact that hysterics are unusually suggestible should not distract from the fact that
they are also unusually perceptive. As are most people with serious emotional problems, they are quite skilled In the observation and Interpretation of the behavior of
people In their environment. It is usually only a question of time until they find out
that they have "been tricked." If their reaction to the placebo was favorable, the
situation is even more grave: not only has the doctor lied to them, he has proven
them to be liars. Once the patient's confidence In the honesty and integrity of the
medical profession Is shattered, the only basis on which psychotherapy Is possible
—mutual trust and confidence—has been obliterated. The damage may be permanent,
or may need long and arduous psychiatric work to be repaired.
In contemporary psychiatry there is much less need to revert to the use of
placebos than there was several decades ago. Most functional symptoms that yield
to a placebo yield equally well, or better, to one of the minor tranquilizers currently
on the market. We are the first ones to concede that the parenteral application of
DIazepoxyde may be predominantly effective because of the placebo-effect Inherent
to the route of administration, but the placebo effect Is in this case a welcome byproduct and not the main target of the therapeutic Intervention. The effectiveness
of any kind of course of action will usually rest on the physician's ability to convince
the patient that he Is honestly willing and able to help. To counteract a suspected
game-playing on the patient's side with some medical game played by the physician
has the Inherent danger of producing more refined game-playing techniques on both
sides. This is exactiy what the psychiatrist wants to avoid. This does not mean, of
course, that placebos should never be used In patients who are potential candidates
for future psychiatric therapy. In many conditions their use appears entirely justified.
We would prefer however that the patient be advised beforehand that he will be given
several types of medication, some of which may be effective and some which may not.
Referring the Acutely Psychotic Patient
An acutely psychotic patient usually finds his way Into the psychiatrist's office
quickly and easily, since the true nature of his disturbance Is so obvious that the
agency initiating treatment (the family, the courts, and more and more often, the
patient himself) will turn first to the psychiatrist. This is true also In acute psychotic
exacerbations which are admitted by way of the Emergency Room. If the condition
has reached such proportions, the patient is usually In so much discomfort that he
will accept help—any kind of help—without reservations. The major rule in this
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kind of a referral Is that help should be forthcoming as quickly as possible. The more
dramatic psychotic symptoms are frequently nothing more than thinly disguised pleas
for environmental restraints and controls. If these are not immediately provided, the
patient may try to force the Issue by becoming more overtly disturbed, and one of the
major therapeutic tools In the psychotherapy of the psychotic patients ( " I , the
physician, will always be present and able to protect you from yourself") loses Its
efficiency. There are, however, certain situations in which the referral of an overtly
psychotic patient may be difficult. Not Infrequent Is the case In which the family
physician becomes aware that his patient of long-standing has developed a psychosis.
Less frequent are cases in which the genuinely psychotic nature of a symptom has
not been immediately recognized, as in some instances of zoophobia, hypochondriacal
delusions (the depressed patient accusing himself of having syphilis), trichotillomania
or other dermatological artifacts, or even hallucinations (we have heard of patients
who ended up In otolaryngology because they heard voices!). In each case, the
preparation of the patient for the psychiatric consultation requires utmost honesty.
Subterfuges or even bland denial of the true state of affairs just will not do. Recently
we had a paranoid patient referred by an outside practitioner who told the lady that
the psychiatrist was in reality a secret investigator who would be able to expose the
patient's delusional persecutors. Needless to say the lady, after being told the true
nature of her condition, not only flatly refused to believe the psychiatrist but expressed
her iron determination to return to the referring physician for further treatment.
It Is obviously neither possible nor necessary to Inform the patient that he probably
suffers from schizophrenia. Again, It should be kept In mind that the patient "needs"
his symptoms and cannot renounce them without being confronted by overwhelming
anxiety. In our experience, the most useful attitude Is expressed in the sentences:
" I do not know what causes you to hear voices (or to feel persecuted, etc.) but I
am sure that it must be a terrifying experience. I f you can talk things over with a
psychiatrist, you may feel less miserable."

Referring the Suicidal Patient
In some hospitals every patient who attempted to commit suicide will automatically
be admitted to the psychiatric service. This gives the psychiatric residents a good
opportunity to Improve their suturing and gastrlc-lavage techniques! In other places,
suicidal patients may be treated for their physical symptoms only, or they may see
the psychiatrist as the last step before their discharge. Neither approach Is Ideal:
The first because psychiatrists are usually less skilled In tendon repair work than the
surgeon; the second one because the suicidal patient can best be diagnosed and treatment instituted when he still In a state of emotional shock and has not had time to
build up defensive rationalizations. In the ideal case, suicidal patients should be seen
briefly by a psychiatrist when they are still in the emergency room; and then dally
until the psychiatrist is convinced that the patient will communicate rather than act
out his Impulses. In everyday life this is hardly ever possible: there are too many
suicidal patients and too few psychiatrists. This raises the question of selective screening, and much time and energy Is spent on the decision whether a patient merely
made a suicidal gesture for manipulative purposes or whether he seriously intended
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to kill himself. From the psychiatric point of view, this question is entirely irrelevant.
The morbid phantasies underlying the act are in either case the same, and only the
intensity of expression varies. Even the patient who claims that he merely took an
overdosage of drugs because he wanted to sleep and "get away from It all" usually
turns out to be, from the point of psychodynamics, a classic suicidal risk.
Psychiatric consultations for suicidal patients are at times prompted by the apprehension that the patient may repeat his suicidal attempt while in the hospital. This
fear is understandable, but hardly ever justified. Even if the patient Is overtly psychotic,
the chances of a second attempt immediately following the initial one Is slim, especially
In the sheltering and nurturing hospital environment. Suicide mortality In mental
hospitals—in spite of the accumulation of high-risk cases—Is not much higher than
it is in the general population, if properly corrected for age, sex, and social status.
The suicide risk rises to staggering proportions, however, in the days and weeks
immediately following the discharge from the hospital. For this reason it is Important
that the psychiatrist has the opportunity to establish a working relationship with the
suicidal patient while he is still in the hospital, and while there is adequate time to
prepare him for his return home.
It must be understood that the suicidal situation—from the interpersonal communications point of view—has a built-in escalation factor. A suicidal threat or
suicidal gesture always has signal character. Unfortunately, the underlying plea for
help is usually masked by the unmistakable hostility with which It Is conveyed. This
hostility is bound to produce counter-hostility In the environment, at times well
masked under the disguise of guilt, concern, apprehension, or even love. As a result
honest and meaningful communication between the patient and his environment
ceases, a situation which has been termed "Immobilization response". We should be
aware of the fact that medical and nursing personnel dealing with the suicidal patient
is by no means immune to this reaction. As the channels of communication cease to
function, the patient is forced to lend more emphasis to his original message. In
other words: he becomes more and more seriously suicidal. This is one of the reasons
why strict surveillance, which usually diminishes the chances for interpersonal contacts, is such a poor method of suicide prevention. This is also one of the reasons
why some psychiatrists feel that a suicidal patient might be better off If he resides
on a general-purpose rather than a psychiatric ward, particularly If he stays In a
dormitory.
Referring the Alcoholic Patient.
Many alcoholic patients offer very little resistance If a psychiatric consultation
is suggested. There Is often a strong masochistic as well as exhibitlonistic flavor to
their character make-up. Where other patients may feel that a visit to a psychiatrist
may imply a loss of face, an alcoholic may cherish the attention given to him by any
sympathetic listener. Problems may arise when the contacts go beyond the diagnostic
and into the therapeutic field. It is surprising how many alcoholics will terminate
their long tale of interminable failures and relapses with the perfect non-sequitur
that they know that now they will have the internal strength and fortitude to over211
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come their drinking habit without outside help. This optimism is strongly reinforced
by the fact that most alcoholics have absolutely no craving for drinks as long as
they are in the hospital, leading them to believe that they have finally licked the
problem. It may seem, therefore, that a referral to the psychiatrist should take place
as long as the patient is still acutely suffering from withdrawal symptoms. Experience
has shown, however, that the solemn vows and pleas of the hung-over alcoholic
(as well as those of the inebriated one) do not carry beyond the phase of actual
discomfort. In order to establish a therapeutic contract, the alcoholic must be sober
and as free of acute physical and mental discomfort as possible. Ideally, he also
should be off all medication, since pills of any kind will convey to him the message
that, if he is given drugs, his problems must be physical and not mental. A major
concern of the psychiatrist, with a patient suspected of being an alcoholic, is a factor
over which he has no control: the management of the patient before the referral.
Two of the mainsprings perpetuating the alcoholic pattern are hostility and guilt
feelings. Many alcoholics are absolute experts at creating hostility in their environment, which In turn allows them to rationalize their drinking problem with the attitude: "Nobody understands me, no wonder 1 drink". This is a game that can very
easily be played with physicians and nurses, who, In their righteous Indignation of
having tried their best to help the patient, are easily trapped into a rejecting or hostile
attitude.
Guih feelings in the alcoholic, although usually quite honest, hardly ever produce
a constructive change in the patient's life pattern. To the contrary, they tend to lead
to a vicious cycle where the patient feels guilty because he drinks and drinks because
he feels guilty. The underiying attitude can be summarized In the sentence "What
is the good of even trying—I am an alcoholic and can never be anything else". It is
therefore very Important to use utmost caution in confronting a patient with the
consequences of his drinking: especially the knowledge that there is evidence of
organic damage, like impaired liver function, may push the patient Into this "give-up"
attitude. In a borderiine case it may be useful to abstain from diagnostic labelling
altogether: being tagged as an alcoholic may convey the message to the patient that
he has a right (or is even expected) to drink. The dividing line between the problem
drinker and the alcoholic is frequently very difficult to draw. I f a psychiatric
consultation Is suggested to the patient, one may do well to focus mainly on the
the possible emotional problems underiying the drinking and to mention the alcoholic
excess In a way which does not cause the patient to become alarmed. I.e.: " I would
not worry so much about that drinking right now, but about the tension or depression
that causes you to drink."
Child Referrals
Only the most skilled and specialized child psychiatrist can be of much help
if he receives a request for consultation which carries a cryptic message like: "5-yearold white male with temper tantrums, please evaluate". Since children are neither
very introspective nor very verbal, sources of outside Information should be available
to the psychiatrist before he sees a child. This is particularly true because many
behavior disturbances in children are reflections of interpersonal rather than Intra212
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personal conflict. The age limit above which a child can be the sole informant in a
psychiatric interview depends on his relative maturity and ability to express himself.
In pre-school children, the referring physician can do much to ease the task of the
psychiatrist. An Interview with the parents prior to seeing the child Is always helpful.
If this cannot be arranged, the referring physician may Indicate his own impression
regarding the parents, and should certainly obtain as much of the developmental
history of the child as possible. Since psychiatric diagnoses In children rest frequendy
on observation of behavior over a time, or as displayed in specific situations, the
recording of nurses' observations may be of great help In the case of hospitalized
children. I f none of these resources can be made available, we would recommend
at least that the child be referred for psychometric evaluation before the psychiatric
consultation Is requested. As a matter of fact, once the referring physician has taken
the trouble to go through all these steps, he may find that the psychiatric consultation
has become unnecessary. Abnormal behavior in children is frequendy self-explanatory.
The comphcated mechanisms of repression and symbollzation, which render the
adult emotional maladjustment pattern so puzzling, operate to a much lesser degree
In children.
A thorough check of the environmental conditions under which a specific
behavior pattern first emerged, and some simple and straightforward questions directed
at the child, may produce surprisingly quick and simple explanations. Once the child
has learned that an honest answer will not expose it to punishment or ridicule, and
that the physician Is not acting as the parent's or the teacher's agent, he may be able
to provide a perfecUy logical answer to explain seemingly hopeless pathological behavior.
Conclusion
There are Innumerable jokes about psychiatrists and psychiatric patients, but
to our knowledge there are none about tuberculosis, cancer, or the medical specialities
involved in the treatment of these diseases. Since jokes represent a method of neutralizing subconsciously motivated feelings of hostility and anxiety, the Implications are
quite clear. No matter how much we have educated ourselves to regard mental
illness as natural medical phenomena, our subconscious mind still harbors residues
of the age-old fear of Insanity. This fear Is qualitatively different from the realistic
and conscious fears elicited by much graver physical diseases. The Incongruency
between feeling and rational thinking, when it comes to mental illness, applies to the
patient, and to a lesser degree also to the physician. In short, in dealing with either
emotionally disturbed patients or the field of psychiatry in general, one should always
be aware of the possibility that irrational and subconsciously motivated reactions
may occur where they are least expected. One can easily avoid pitfalls or unnecessary
complications stemming from this peculiar aspect of psychiatry with some simple
truisms:
First, psychiatric symptoms are not different from physical symptoms, i.e., they
are merely indicators of an underlying disease process. To react emotionally or
in any way judgemental to psychiatric symptoms is equivalent to becoming angry
at the thermometer because it registers fever.
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Second, no matter how much of a nuisance an abnormal behavior pattern may
be to the people in the patient's environment, it is invariably the patient himself
who suffers most.
Third, the one factor which all emotionally disturbed patients have in common
Is an exceedingly low self-esteem, no matter how hard the patient tries to hide
his feelings under the guise of arrogance, hostility, or even out-and-out grandiosity.
Fourth, the patient Is not free to choose his emotional symptoms. They represent
his best and highest level of adjustment to a specific life situation under the
given circumstances. Unless he can be taught to deal with the stresses and
anxieties of life in a better and more productive way, he is neither willing
nor able to give up his symptoms and will merely react with anxiety and apprehension to any attempt to challenge their validity.
Finally, most behavioral maladjustment reactions develop slowly and under the
influence of a complex set of intra- and inter-personal stresses. Acute psychiatric
crises are different from most medical emergencies insofar as they represent a climax
of a long standing development. Immediate intervention can offer temporary relief
but, to achieve lasting results, it will be necessary to shift the focus of attention from
the immediate crisis to the patient's past and present over-all life situation.
Summary
Some patients may object to psychiatric consultations, first, because they regard
the need for psychiatric help as a sign of weakness or insanity and second, because
they are subconsciously unable to stand the confrontation with those emotional conflicts which have caused their disease. Specific problems may arise from the psychiatric
referral of patients suffering from "functional" somatic symptoms (conversion hysteria,
psychosomatic conditions, hypochondriasis and malingering), acute anxiety states of
overtly psychotic and suicidal patients, alcoholics, and children. Patient selection
criteria, the management of the patient prior to the referral, timing and wording of
the advice to the patient that he needs psychiatric care are discussed.
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